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Commission 


Dr Morley's efforts to help pro- 
vide better health care for the 
underprivileged children of the 
world may be known to many of our 
readers. His concern is to offer 
low-cost comprehensive child care 
at the village level through 
Under-Fives' Clinics, using the 
simple 'road-to-health' growth 
chart. He will also be Known to 
many for his research in measles, 
and the low-cost visual aids sent 
out by Teaching Aids at Low Cost. 


The ideas he has collected from working in Africa and visits to six 
continents have now been written up in a book of over 450 pages, "Pae- 
diatric Priorities in the Developing World", published by Butterworths 
at the end of 1973. Its low price - £1.25 or $3.20 - which is less 
than a quarter of current medical textbook prices, has been made pos- 
sible by donations towards the cost of publishing. 


This issue of CONTACT reproduces Chapter 19 of the book, and those fa- 
miliar with Maurice King's book "Medical Care in Developing Countries" 
will see that this is an extension of the chapter written on Under- 
Fives' Clinics in that book. As a result of this chapter, these clin- 
ics have been started in church-related health care programmes in many 
places, and in a number of countries this type of clinic has been ac- 
cepted as a national programme in tackling health problems of children 
under five. 


Other chapters in "Paediatric Priorities in the Developing World" de- 
scribe the use of the weight chart in great detail and also common 
problems such as the management of diarrhoea, measles and whooping 
cough. One other important idea developed in this book is a relative- 
ly new approach to the problem of getting parents interested in family 
planning through emphasis on birth spacing. 


Those interested in receiving copies of the book, and who cannot get 

it at their local bookshop, should send a cheque in the amount of 

£1.25 or) $3.20 :to Teaching Aidewatcbowiloac, sine tisuce Orme iwio, Health, 
30 Guilford Street, London WC1N 1EH, England. The book will then be 
sent postage free. 


The Under-Fives’ Clinic — 
Comprehensive Child Care 


The cost of medical care given through the clinic or out-patient 
department is only a fraction of that for in-patient care. Trials in many 
countries have shown that items of care such as operation for the repair 
of a hernia. or care of most tuberculosis, including tuberculosis of the 
bone, can be effectively carried out with equal success in the out- 
patient clinic as by admission to hospital. This is a field in which 
further investigation is urgently needed. With perhaps $1 per head to 
spend on health in developing countries in 1970 and $3 by the year 
2000, the proportion of money usefully spent and the emphasis placed 
by doctors on out-patient care is likely to increase in these 30 years. 

The clinic as described here attempts to offer comprehensive care for 
all children under the age of five. As will become clear, it is different 
from a traditional out-patient clinic, which it replaces. Adult out- 
patient clinics in developing countries were designed to separate out the 
more severe conditions for specific therapy and to offer symptomatic 
relief for the rest. So often clinics for children have been developed 
along similar lines. Because the Under-Fives’ Clinic attempts to offer 
curative and preventive services, the mother will receive teaching at a 
number of stages as she passes through the Clinic. Her child will be 
weighed and the weight charted, and any immunizations that are due 
will be given. The child will also receive curative and symptomatic 
treatment for the symptoms his mother presents, and this treatment is 
her felt need. She is unlikely in the first few years of attendance to 
understand the need for prevention. The Under-Fives’ Clinic will be a 
major part of the maternal and child health work undertaken by the 
hospital, health centre or sub-centre where it is held. If possible, it 
should be run in conjunction with an antenatal clinic and family plan- 
ning services, all of which need to be available to the mother at every 
visit. The antenatal clinics for mothers without young children will 
usually only take place once or twice a week, but the Under-Fives’ 
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THE OBJECTIVES OF THE UNDER-FIVES’ CLINIC 


Clinic facilities should be available at any time for children, and able to 
care for pregnant mothers as well as their children. 

At Ilesha a family planning clinic is now open at the end of every 
morning. The mothers know that they are welcome to attend this clinic 
after attending the Under-Fives’ Clinic. For them this has a considerable 
advantage as they can obtain family planning advice inconspicuously, 
without making a special visit. In a community where everyone’s move- 
ments are usually known, this visit need not necessarily become a 
matter of general gossip. 

The Under-Fives’ Clinic completely replaces both the welfare clinic 
and the out-patient clinic for all children under 5 years of age every day 
of the week. As long as children under 5 years of age are still seen in a 
separate out-patient service, an Under-Fives’ Clinic does not exist. 


THE OBJECTIVES OF THE UNDER-FIVES’ CLINIC 


The Under-Fives’ Clinic aims to extend low-cost curative and preventive 
care to as large a proportion of the population as possible. The basic 
services it offers will be the same whether it is situated in a remote 
village or in a hospital complex in a major city. The clinic described was 
developed over several years to meet the paediatric challenge presented 
by the young children of the Ilesha area of the Western Region of 
Nigeria. This challenge is inherent in a birth rate of over 40 per 1,000 
that is common to the whole of this region, and a childhood mortality 
of 30—40 per cent, which means that in the past no less than a quarter 
to one-third of all the children born there died before they were five. 
The experience from Imesi is compared with other areas in Table 51 
(246). 

The Ilesha hospital, where this clinic evolved, serves a town of 
100,000 people in Nigeria. This meant that had none of them died, 
there would have been no less than 20,000 children under five in the 
town, a figure that death did in practice reduce to the hardly more 
manageable number of about 17,000 — still a formidable task for one 
small hospital. Though the main clinic is in Ilesha itself, it was 
developed from the findings of an intensive study of child health 
carried out in the nearby ‘research village’ of Imesi. The figures for 
Imesi (Table 51) confirm the importance of diarrhoea, pneumonia and 
malnutrition. Table 52 shows that the starting of an Under-Fives’ Clinic 
there coincided with the reduction of all deaths in the first five years of 
life to about one-quarter of their previous number. An independent 
study (56) showed a striking difference between Imesi and a neighbour- 
ing village. Curative services alone can cut such gross under-five 
mortality by half, among them being sulphadimidine or penicillin for 
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TABLE 51 


Major Causes of Death in the Under Fives (Percentage) 


Imesi Luapula 
Nigeria Zambia 


(1957) 

Diarrhoeal diseases i @ 18 
Pneumonia 12 10 
Malnutrition 12 16 
Malaria 8 15 
Whooping cough 8 
Measles 8 13 
Tuberculosis 5 
Smallpox 5 
Anaemia r, 
Other, mostly neonatal 30 21 

Total number of children - 340 
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Note: All the conditions underlined can be prevented in an Under- Fives’ Clinic. 
Health education and early diagnosis and treatment can reduce mortality from 
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TABLE 52 
Child Mortality, Imesi Village, Western State, Nigeria (Population 1963-1964 = 
5,476) 
Prior to 
1957 
Stillbirths/1,000 total births 41 
Neonatal deaths/1,000 live births 78 
Infant mortality/1,000 live births 295 
1—4 mortality/1,000 alive at that age 69 


Population (natural) increase/year % 
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bronchopneumonia. and chloramphenicol for early whooping cough, 
but its further reduction to one-quarter will only follow the introduc- 
tion of preventive paediatrics. This is the whole purpose of an Under- 


THE BUILDING 


Fives’ Clinic, and the enormous number of lives it saves is the entire 
justification for what follows. 


ESSENTIAL ACTIVITIES AND AIMS 


The essential activities of an Under-Fives’ Clinic rest on the four corner- 
stones of Treatment, Immunization, Weighing, and Health Education. 
Of these, weighing is exceptional to the others, as the weight curve that 
results acts as an evaluation of the other three activities. The aims of 
those who run Under-Fives’ Clinics may be summarized as follows. 


(1) The supervision of the health of all children up to the age of 
five. 

(2) The prevention of malnutrition, malaria, measles, pertussis, 
tuberculosis, smallpox, poliomyelitis, diphtheria and tetanus. 

(3) The provision of simple treatment for diarrhoea, with or with- 
out dehydration, pneumonia and the common skin conditions. 


‘Reproducibility’ 


At one time it was suggested that these clinics were suited only to 
the conditions of church-related hospitals, and not for general use, for 
only there, it is said, is found the combination of staff continuity and 
high motivation that is required for success. While it is true that the 
idea and practice of Under-Fives’ Clinics has spread quickly to other 
church-related hospitais in four continents over the last six years, the 
author has always believed that they were suitable for more general use, 
and it has been reported that large numbers of these clinics have now 
been started by many governments, particularly in Malawi, Sarawak, 
Sierra Leone, Zambia and elsewhere. Here the locally trained nurses and 
medical assistants have taken up this work with its clearly defined 
objectives with a new zest and enthusiasm. Given guidance, leadership 
and supervision, these clinics can be started in any developing country 
that may benefit from them. Thus, there are signs that they are spread- 
ing, and so making it possible for the lives saved over the last 14 years 
at the original clinic in [lesha to be saved in other countries too. 


THE BUILDING 


The staff of an Under-Fives’ Clinic will have to spend long and exhaust- 
ing hours in the building available. The doctor in charge must be 
concerned with the details of the building if his staff are to function 
efficiently. While these remarks are true of the whole health centre, 
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they are particularly important in the wing of the building used for the 
Under-Fives’ Clinic, as this is likely to be the most crowded area. As 
around 60 per cent of those attending the health centre will be children 
under five, an area needs to be set aside for this group for use every 
day. In this description of Under-Fives’ Clinics, no mention is made of 
facilities such as a laboratory or room for dressings, as these facilities 
will be shared with the rest of the health centre. 

An architect defined the purpose of a building as a structure to 
protect those who live or’ work in it from the weather. In most tropical 
countries this implies protection from the heat of the sun. Some of the 
important ways by which a room may be kept cool and dry and 
‘friendly’ are so often ignored that doctors need to be familiar with 
them. 


(1) Light means heat, therefore windows should be small, and 
wooden louvres may be preferable to glass. The roof should be over- 
hung with large projecting eaves. Where possible the length of the 
building should be across the direction of the prevailing winds. A 
knowledge of the direction of storms may suggest modifications which 
will keep out the worst of the wind and rain. 

(2) When the sun hits the roof the air under the roof is warmed, 
thus there should be ample allowance along the sides of the building for 
circulation of air between the ceiling and the roof, with vents at the 
gable end. A layer of silver paper on the upper surface of the ceiling 
(Figure 143) will reflect back infra-red rays. 

(3) The out-patient clinic will contain many people generating 
heat. This must be allowed to escape upwards and clearly the height of 
the room is important. There is also need for vents (at least one foot 
square) in the walls near the ceiling to allow the hot air to escape. In 
some hot countries a ‘Dutch barn’ type of structure, with few if any 
walls and only screens, has been successfully used. 

(4) If there is any choice of building material, the heavier material 
such as mud or mud brick is a better insulator than the concrete block. 

(S) The health centre or out-patient building will be the first and 
most frequent contact that the local people have with medical services. 
They are more likely to feel at home if it is constructed along the same 
pattern as their own houses. This will vary from area to area, but the 
mud-wattle-dieldren-and-whitewash building recommended for some 
areas of East Africa (139) is a good example. This can be a highly 
durable structure, and yet it can be extended or altered by local labour 
who are expert in such building methods. Out-patient waiting space is 
often inadequate. A simple construction is suggested and has been 
designed so that the use of the rooms may easily be altered (Figure 
106). 


THE BUILDING 
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COMFORT OF THE MOTHERS AND STAFF 


In the waiting space and in the rooms where the mothers are being seen, 
the seats should not be higher than 14 inches (35 cm). The mother with 
a child on her lap is uncomfortable on a chair of standard height; she 
tends to sit with her heels off the ground and her legs become painful 
(Figure 107). 


Figure 107. A low seat is needed if a 
mother is to be comfortable with a 
child on her lap 


30 - 35 cms. 
(12-14") 


An easily visible and accessible tap, so that she may get a drink for 
herself or her possibly feverish child, is essential. Not only is adequate 
and clean latrine accommodation essential, but a modified unit may be 
necessary which can be used without fear by the children. 

One feature that is particularly valuable is a low wall separating the 
area of staff activities and circulation from the waiting space. In this are 
placed small gates. The waiting mother should not feel too far from the 
place where she will be seen, but the staff will not be surrounded by a 
crowd as they work. The registration desk will be in this low wall. The 
clerk carrying out the registration is seated on a high stool behind the 
registration desk, which is 40—SO inches (100—120 cm) high, so that 
his eye level is the same as that of the mother (Figure 108). This level is 
important. The mother who will be standing to register with a clerk 
sitting at a table at a normal height may not see more than the top of 
his head, unless he looks up. The clerk sitting on a high stool has his 
eyes on the same level as the mother, and as she comes forward he 
smiles and greets her in the manner traditional to their society. Such a 
first reception at the clinic is invaluable. The mother who may be so 
anxious about her child finds with relief that she is welcorned, and the 
staff want to help her. 


COMFORT OF THE MOTHERS AND STAFF 


The weighing station may also be set in the low wall. Either a beam 
balance scale with weights moving along an arm or a modern spring 
suspension scale* on which the child can be suspended in special 
trousers or in a bowl is the best. If trousers are used, several pairs will 
be required, so that mothers can put their children into them while 
another child is being weighed. If the space for the scale is situated in a 
‘well’, the child when perched on the scale is less likely to be fright- 
ened, as he is at the same level as the working surface on either side. 
For older children an adult scale with a toddler bar is required. This 
latter scale may also be used for antenatal and adult weighing. 


‘Good morni ) 


Figure 108. Registration, the first and perhaps the most important contact 
with the health service 


The system in which the mothers form a sitting queue on the 
benches and slowly shuffle their way along is only slightly more satis- 
factory than a standing queue While waiting they should have an 
opportunity to attend a discussion with the health teacher or just to 
socialize. This will be possible if they deposit their green clinic cards in 
a pile knowing they will be seen in this order. It is better to have a 
‘queue of cards’ than a queue of mothers. The mother may also 
appreciate high and clearly visible shelves on which to deposit belong- 
ings, and if these are visible to themselves and their friends, the risk of 
thefts is reduced. If possible, the mothers should be called into the 
consultation room in groups of 10; there, while they wait to be seen, 
they should ‘learn by overhearing’. 


*Salter Scale No. 235, 25 kg x 100 g, with special (King) dial face, including 
four pairs of strong plastic trousers, cost approximately £9, and is available from 
CMS Weighing Equipment Ltd., 18 Camden High Street, London NW1 OJH 
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In more than one rural area doctors have reported that the level of 
attendance was improved when specific days in the week or month 
were set aside for different villages or areas, and on those days as 
complete attendance as possible was attempted. This is similar to the 
system now used in some European schools where children from one 
village work together to increase a sense of community. 


RECORDS 


There are few hospitals in developing countries that keep adequate 
record filing systems for their out-patients. Maintaining a file of more 
than five thousand records, where the identification of people by name 
is not clear-cut, can be difficult and expensive both in personnel and 
waiting time for the children. Experience from many countries 
emphasizes that the mother will care for her child’s own records once 
she-has learned of their importance. These records must not resemble a 
‘bus ticket’, designed to take the child through one disease incident 
only, but should record his growth (on a weight chart), his major 
illnesses, his immunization state and any ‘reasons for special care’. Each 
record card should be supplied in a strong polythene envelope 10 cm 
longer than the card together with a clinic card on which the staff can 
write details of minor illnesses and their management. Such records 
(Chapter 7) are becoming more widely used in many rural areas where 
there is a planned service and these records are likely to replace other 
types of hospital out-patient records in many areas in the next decade. 
A staff of clerks is essential, although they will not be needed for filing 
records. They will complete the record cards, weigh the children and 
call groups of mothers to the nurses. Cards neatly made out with clear 
weight curves will be their responsibility. In all developing countries 
there are many unemployed young men with primary education. As 
clerks in the Under-Fives’ Clinic they may be brought into the health 
service and from experience gained there go on to training in other 
fields. Successful recruiting NOW and training of intelligent and well- 
motivated young men is essential if medical services are to expand in 
rural areas. In some societies girls or married women clerks may be 
used. The latter have the advantage that as married women they are 
more acceptable for discussions with the mothers on controlling the 
birth interval (Chapter 18). 

The road-to-health chart is an integral part of the Under-Fives’ 
Clinic. As described in Chapter 7, the objective in using these cards is to 
promote adequate growth rather than to prevent malnutrition. The 
author is familiar with the ‘family record’ folder, and all the advantages 
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RECORDS 


proposed for such a system, but in his experience, the logistics of the 
service prevent such records being adopted outside certain demonstra- 
tion or teaching areas. In no country has their use spread widely to the 
majority of centres. 

Records other than the road-to-health chart should be kept to a 
minimum. Unfortunately, many governments still demand detailed 
returns which serve no useful purpose. and are often difficult to main- 
tain with the limited facilities available; they also absorb staff time that 
could be more effectively used. In many countries the phrase ‘medical 
records’ brings to mind ‘visions of inky-fingered clerks covering, in an 
infinitely laboured hand, page after page of a dogeared ledger; of out- 
patient forms so grubby, porous and ephemeral that they almost melt 
in the hand’ (139). Two types of record exist; the patient’s own record, 
such as the road-to-health chart, with its accompanying clinic card, 
which is ‘home-based’, and the files and ledgers which record the work 
of the clinic or hospital, both for its own use and for the State. These 
‘hospital-based’ records also need to be simplified. 


Hospital-based records 


The hospital records system needs to record the patients, old and 
new, seen each day. This can be done by a simple tally system (Figure 
109) as developed in Zambia (246). If for legal purposes a record of 
the patient’s attendance is needed, then only the patient’s number will 
be recorded. If a numbering system encoding the date of birth of the 
child is used (139) the records of attendance may be used to identify 
the distribution within age groups of the children attending. 

As well as recording the old and the new patients in the Under-Fives’ 
Clinic, the children attending Zambian clinics whose weight falls on or 
above the lower line on the road-to-health chart are also recorded. 
These, when expressed as a percentage of all attendances, make an 
excellent monitor of the changing nutritional status of the children 
between seasons of the year and from year to year in each area of the 
country. This is an example of vital information needed in planning 
health services, which is sadly lacking in many developing countries. 

The immunizations undertaken are also recorded by a tally system. 
A further useful record now being included in the Zambian system is a 
notification of each child completing their immunization programme. 
Such a child is called the ‘protected child’. If this latter figure is 
expressed as a percentage of new attendances, the success of the service 
in maintaining contact with the children providing a full immunization 
can be gauged. 

The majority of infectious diseases of children brought in contact 
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UNDER FIVE CLINIC ATTENDANCES 


Se 
Name of the Clinic . fae ce ends EGE LLB 


Total 


attendances S2SID S2LDP2 VSS SSA DEDDD LOLS DILDO $PAoo 99000 99999 900090 33 


99000 00000 90000 00090 400090 90900 99909 09009 90000 99090 


Repeat 


attendances SLIOD DSSbA Yee JILDb DPDSS b9PDS PLDC BOEDD SLSOD ZYAPD 70 
JPEID SOILD £2996 POPSA 90099 99900 29099 99999 90909 59900 
99000 99000 oF ae 99009 09009 30000 99900 900900 90909 90090 

Ur.derweight 

new 


attendances DDSSY JOPPA £PPJA 99090 99909 90000 


PILLD BISLS PSILA b2$%% foo09 90000 
ADEDD PAEDY PhO Sb 99000 99009 39909 900 


3 
DOE sued pebo6 Arad DIDES sp0tD PUISB 20000 
449 9999 £9909 99900 999 90900 90000 


Figure 109. Part of Under-Fives’ Clinic attendance form; a tally system is used 
(after Shattock, 1971) 


NOTIFICATION OF DISEASE 


Is Aree 19773 ng, GR. Aerie 1/973 
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Write age in months (e.g. 7/12) up to 3 years, then in years. 


or aii t: 


MEASLES VAGAVARAFA 
eotien 4 PalWal tah adeseldee dav l.| 
TUBERCULOSIS |byalsye| |_| “sal (KAS ie Re ee is 
KWASHIORKOR =| [U/ 


Figure 110. A notification of disease form giving the age incidence of the children. 
A fresh form is started each week 
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USE OF PERSONNEL FOR CONSULTATION 


with the medical services will be seen at the Under-Fives’ Clinic, and a 
simple record of these is needed. Records of the individual child’s name 
and address will not be required (exceptions are perhaps only smallpox 
and rabies), and any system of individual notification as used in some 
industrialized countries is unnecessary and wastes the valuable time of 
the clinic staff. A tally system may also be used for these records, 
although a slightly more involved system, such as that shown in Figure 
110, will give the age incidence of the children. From this information a 
breakdown of the age incidence of infectious and other diseases in each 
area by week can be made. This is necessary information if the planning 
of immunization programmes is to be efficient and effective. 

Whatever system of records is used the time involved in their 
preparation needs careful study. One study (65) of a medical assistant’s 
working time gave the following breakdown for each working minute 
(Figure 111). Of all his time that spent in listening and talking to the 
patient is likely to be the most valuable. 


Administrative elements 


Register OP record 
POO tr Livy 


Susceptible 
for ‘reduction 


ONE MINUTE | 


Figure 111. Medical assistant’s working time; breakdown of each working minute. 
Can his time be better used? (reproduced from Dissevelt and Vogel, (1970) by 
courtesy of the Director East African Literature Bureau, Nairobi, Kenya) 


USE OF PERSONNEL FOR CONSULTATION 


A doctor involved in clinical work will spend more time in consulta- 
tions than in anything else. Ways must be found to reduce this by 
delegating the diagnosis and standardized treatment of common 
conditions to less skilled personnel. The step described below is the 
most urgent and important change in the method of delivery of health 
care if our objective is to serve the whole community and not just those 
who come to hospitals asking for help. 
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The traditional European out-patient clinic is a referral clinical and 
not the primary medical contact. In most developing countries the 
hospital out-patient clinic is the first contact with the medical services 
for the majority of patients. The doctor must devise a system by which 
his time can be kept for the following necessities. 


(1) Giving detailed care to 10—20 per cent of the children attend- 
ing. This will include the more complex conditions and the more 
seriously ill children. 

(2) Spending time in training and encouragement as a doctor 
(‘doctor = ‘teacher’) to the nurses or medical assistants and to all levels 
of staff with different qualifications and degrees of training who will 
care for the majority (in practice 90 per cent) of those attending the 
Under-Fives’ Clinic. 

This pattern of care is brought out in Figure 112; the quotations are 
taken from Spence’s writing (253). 


_ CONSULTATIONS 


",.all else in the practice of medicine derives from it "' 


A. Traditional Pattern 


Mother PNG shy 


SvoMicepie pe ee 


B. Alternative Pattern 


90% 10% 


Moc meni) ale ‘Nurse! MotherwW) fee seur * ‘Nurse! 
& child 7 & child 7 
Se wih 
Rid 
Docsox: 


"The purpose of a consultation... 
shall give explanation and advice... 
not the diagnosis or the technical treatment." 


Figure 112. Consultation. The role of the nurse or medical assistant and the 
doctor 


Nine out of ten consultations are between the mother and the 
‘nurses’ or medical assistants. These are 5—10 locally trained women 
who ideally will themselves be mothers. They should have five minutes 
available to spend on each child. They personally accompany all ill 
children to the doctor. 
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During the consultations in which the doctor is involved, together 
with the nurse or medical assistant, he is making double use of his time 
by teaching and raising the standard of care offered by the nurse. If he 
sees that the nurse supervises the treatment he prescribes, he will 
increase the respect given by the mother to the nurse. The nurses are 
not acting just as a filter allowing certain patients through. The doctor 
is working with and through the ‘nurses’ and guiding them in the 
continuing care of the children who will visit them regularly. This daily 
contact between the doctor and the auxiliary worker will lead to a high 
standard of work. The doctor is here fulfilling his role as manager 
(Chapter 21) and effectively delegating to those with less training. 

A doctor who has additional training in paediatrics is likely to have 
the responsibility for children from a population of 100,000 in which 
there will be 17,000 children under five. He cannot attempt to know 
individually all the children and their mothers. This will be essential 
with only two groups; those needing hospital admission, and the 
children of the hospital staff. The latter must receive special attention, 
as their robust health will be such a valuable example in educating the 
local people. In a town in West Africa it was known by the people that 
no child belonging to the staff of the hospital had died over a period of 
five years. The doctor may ask his staff to look out for another group 
such as the children of the indigenous practitioners. Caring for the 
children of these indigenous practitioners who can be so powerful in 
the community may be the step through which he can gain a rapport 
and friendship with these traditional health workers whose co-operation 
can be so helpful. 


Mother—nurse relationship 


To the mothers of sick children the locally trained nurses from their 
own locality inevitably become the most important people they meet at 
the hospital. The great importance of the nurse is the critical factor in 
the whole psychology of the clinic and is something that the doctor 
does all he can to promote. Spence held that consultation (Figure 112) 
is the quintessence of the medical art, and in the Under-Fives’ Clinic 
this is certainly true, except that here it is consultation not between 
mother and doctor, but between mother and nurse. Spence maintained 
that the true purpose of consultation is to give explanation and advice, 
and that diagnosis is usually but a means to achieve this and must never 
become an end in itself. Such explanation and advice leads to the right 
action by the mother in matters concerning the health of her child; this 
action is much more likely to follow careful and sympathetic explana- 
tion than an ill-understood and peremptory command. Because she 
comes from the same culture as the patient, a well-instructed and 
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supervised nurse is the best person to explain and offer sympathetic 
advice to the mother. Her cultural proximity to the mother will make 
discussion of birth interval (Chapter 18) particularly meaningful if the 
nurse is well trained and herself has a family. 

The mother—nurse relationship is so crucial that it must be strength- 
ened wherever possible. Thus, every time a mother comes to the clinic 
it should be to see the same nurse, and each time she consults a doctor 
this nurse must be present, the doctor ensuring that in all he does or 
says he always supports her in the eyes of her patient. This is difficult 
for the doctor who has not been trained in the team approach and sees 
himself as the clinician in a ‘one-to-one doctor—patient’ relationship, 
and not as a teacher, manager and leader, working with a team of 
auxiliaries. The flow of communication in the triangle (Figure 112) 
needs careful consideration. Where possible, the doctor must gain much 
of his information from the nurse, and use her to verify that the mother 
has understood his instructions. The success of the Under-Fives’ Clinic 
depends heavily on a high level of ‘one-to-one nurse—patient’ relation- 
ships. Unfortunately, this delegation is a recognized or unrecognized 
‘threat’ to the doctor (Chapter 21) and the success of the clinic may 
largely depend on his coming to terms with his own attitudes. 

From experience, the most likely cause of failure in these clinics is 
because the doctor does not have the nurse present and does not fulfil 
his obligation to teach and support her. If the child has to come into 
hospital. he should return to this same nurse on his follow-up visits. 
This vital continuity is maintained in practice if the child’s card bears 
upon it the number of the table where sits the nurse assigned to that 
family, or if these tables are distinguished by some special colour. Such 
a system allows the nurse time to offer preventive care through 
discussion of the child’s diet with the mother, and she can at the same 
time ensure that the required immunizations are undertaken and discuss 
the birth interval. The doctor will supervise this work by personally 
checking that inoculations have been given, discussion on birth interval 
has been undertaken and by enquiring from some of the mothers 
brought to him how they feed their children. 

The greatest economy can be achieved in employing staff to the 
utmost of their skill and ability. It is clearly wasteful to employ a nurse 
for weighing children when in a week or two a clerk can be trained to 
do this just as well, or a doctor to see the common conditions when 
these may be more adequately taken care of by a nurse specifically 
trained in their diagnosis and management, who is also trained to under- 
take preventive care. | 

Those responsible for the organization of the Under-Fives’ Clinic 
need to work out a consultation plan to be carefully followed by the 
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auxiliary nurse as she sees the child. A possible step-by-step method is 
set out here and is designed to be as simple as possible. (Figure 113). 
The nurse must be encouraged to spend as much time as possible in 
discussing and, particularly, listening to the mother. 


Mother arrives 
Nurse greets mother as she sits down 


Nurse checks correct name on the weight 
chart and uses this name (unless it is 
culturally unacceptable) 


Nurse enquires about the child’s health, 

or if he is obviously well she congratulates 
his mother on her child’s health. 
Symptoms and their duration are recorded 


Opens chart and quickly notes: 
(1) Reasons for special care 
(2) Present weight in relation to previous weight 
(3) Gains a picture of child’s progress and past illnesses 
(4) Notes parents’ attitude to birth intervat 


(5) Sees if any immunizations have not been given, and 
whether they are duc 


Asks about food given the previous day, and frequency of meals. 
Praises mother on at Icast one point in the dict she has given 


before suggesting even minor alterations 


With symptoms Symptom-free 
Nurse observes and examines relevant Nurse enquires as to happiness 
part of child. If the condition is: of the child, and his development. 


lollows up any lead given in 
conversation by the mother on 
Severe Mild family or other difficulties 
or not understood 
Turns conversation to improving 
health. May draw other waiting 


Accompanics child to Nurse gives treatment. mothers into this conversation, 

sce doctor (or other Antimalarial tablets. and for example get their 

senior health worker) Arranges or gives ye Opinion on the most suitable 
immunization. birth interval. Aims to be a 
l‘ood supplement if sympathetic and patient listener. 
required. 
Family planning advice Makes entries on card 


if required 


Mother and child leave 


Figure 113. A suggested sequence for consultation procedure in the Under- Fives’ 
Clinic 
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This plan of the consultation, when agreed upon, will be set out in 
the nurses’ manual and will be a central core of the training programme. 
For example, as part of their training, a child’s symptoms and signs and 
his road-to-health chart are given to a group of student nurses, so that 
they may discuss what action they would take, and bring their 
decision to the tutor for further discussion. 


Lines of flow 


The happiness and good temper of those who work in the clinic, and 
of the mothers, will depend on the thought and careful observation 
given to the lines of flow. A mother with a sick child should not have to 


Waiting area 


Mother arrives carrying child's card 
Clerk (1) registers number only (30 seconds) (T) 
Wait (T) 
Weighing by clerks (2) and charting weight (T) 


Service area | 


Consultation by Nurse (5-8) (5 minutes) (T) 


LO. % 80 % Osa 
Immunisation leave with Mother 
Nurse (1) medicine and child 
(T) supplied Nurse 
by nurse Doctor (1) 
consultation 
(T) 


(T) Teaching introduced whenever the opportunity 
arises 
Figure 114. Lines of flow in an Under-Fives’ Clinic averaging 300-500 visits 
per day. The figures in brackets relate to the number of personnel undertaking 
each function 
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force her way through a crowded door; passageways used for staff 
circulation must be left clear. Figure 114 should be examined in 
relation to the suggested waiting and service area in the clinic lay-out 
shown in Figure 106. 


ist. 
clerk 
of 2) and. 
clerk 
of oat bao Bai , f 
os Weighing 
filling 
Medicine y 
zation 
injections 
: 
Figure 115. Badly planned line of flow in an Under-Fives’ Clinic 
Six stations in 
eee 2 parallel - the same 
Weighing person performing 


multiple functions, 
but there is time to 
establish contact 
and guidance. 


——— 


Tet tO 20 +O HO 


Figure 116. The same Under-Fives’ Clinic as shown in Figure 115 with a 
reorganized line of flow 


An example of what may happen if thought is not given to planning 
is shown by the line of flow that existed over several years in 
one clinic (Figure 115). Here the mother was making brief contact with 
seven people and the average consultation time was 50 seconds; no 
wonder such a contact with scientific medicine bewildered her. The 
same clinic was differently organized (Figure 116) and subsequently a 
good rapport was achieved. 
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The large Under-Fives’ Clinic is run with the activity sequence shown 
in Figure 114, with a daily attendance growing from 400 to 500 per 
day over ten years. In this the immediate contact with a clerk on arrival 
is brief, but the mother knows her presence has been recorded. Her child 
is then weighed by one of two clerks and has a consultation with one of 
six nurses, who will always attend her on subsequent visits. From there 
she may go for immunization, leave with her medicines, or accompany 
her nurse with other referred mothers to see the doctor. 


HEALTH TEACHING IN THE UNDER-FIVES’ CLINIC 


Health teaching is an important function of all members of staff and 
must permeate all activities of the clinic. Specific talks with cooking 
demonstrations are best carried out informally in the waiting space. The 
mothers should be involved in the food preparation and feed their 
children with any food prepared at the demonstration. Teaching may be 
effective during the consultation; here not only the mother but also 
eight or ten other mothers waiting to be seen are involved. These 
mothers are ‘learning by overhearing’. The teaching is built on the 
mother’s existing knowledge. A discussion with several mothers in 
which they unfold the course or natural history of the common diseases 
of childhood will be popular. The role of the nurse will be to guide this 
discussion and particularly to offer advice on the management of the 
condition at home, and to emphasize those symptoms that suggest the 
need for a visit to the Under-Fives’ Clinic. 

Immunization is often a neglected opportunity for teaching. Here as 
elsewhere the mother must be involved, and the nurse will build on her 
present knowledge of the disease being discussed. A blown-up picture 
of a child with smallpox, or a nurse, who with practice can give a good 
imitation of a child with whooping cough, may start what should be a 
‘discussion’ rather than a ‘lecture’. 

Of the 300 children with malnutrition in the population of 100,000 
already mentioned, a few will require hospital treatment. The majority 
are better and more economically treated in nutrition rehabilitation 
centres, and in some areas these centres are becoming integrated with 
the Under-Fives’ Clinics (255). They may be day care, or residential, 
depending on the distance from the mother’s home. In the nutrition 
rehabilitation centre emphasis is placed on the mother rather than the 
child. The mother is involved in the production and preparation of 
suitable foods. The ‘stethoscope and syringe’ are not in evidence. The 
teaching is largely undertaken by mothers whose children have 
recovered from malnutrition, who are guided by staff with a knowledge 
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of nutrition and teaching methods. If possible, mothers who are leaders 
in the community are encouraged to stay and join in the activities of 
the centre. 


The formal teaching period 


Although special emphasis has been placed on the informal teaching 
by all the staff of the clinic, a more formal period in which teaching 
and group discussion take place is still needed. The rota of instruction 
in an Under-Fives’ Clinic in South India (58) is given as an example 
(Table 53). 


TABLE 53 
Under-Fives’ Clinic — Teaching Rota (South India) 


Monday Child health and weight cards. 
The importance and use of the 


cards. By staff nurse 
Tuesday a) Immunization Alternate By Public Health 
b) Scabies and skin sepsis weeks nurse 


Wednesday a) Diarrhoea Prevention According 
and home to By staff nurse 
b) Sore eyes management season 


Thursday Feeding infants and children By nutritionist 
Frid Fami i 
sa 0 Se ABSERO A cab seta Alternate By Public Health 
b) Intestinal parasites weeks res 
and hygiene 
Saturday Prevention of protein-energy malnutrition By nutritionist 


When teaching remember the following points. 

(1) Be Brief — 5 to 10 minutes is enough in a busy clinic. 

(2) Be Simple — make one or two points clearly, do not confuse with too 
much information. 

(3) Be Seen — use visual aids and actual foods when possible. 

(4) Be Heard — speak really loud and capture their interest and attention. 

(5) Be Remembered — where possible emphasize your teaching with one of 
the well-known proverbs we have chosen. 

(6) Call the doctor just before you begin; he is interested to hear and 
support your teaching. 


Reproduced from Cutting, 1971 


The weekly staff discussion 


A weekly meeting of all members of staff involved in running the 
out-patient department may do much to achieve efficiency and 


22 


THE UNDER-FIVES’ CLINIC — COMPREHENSIVE CHILD CARE 


economy. The value of such discussion groups, both in improving 
morale and in implementing new ideas in an ever-changing situation, is 
now well recognized in the UK (46). At this meeting discussion should 
take place on the following points. 


(1) Reducing the waiting time for mothers. A line of flow diagram 
is valuable in seeing how mothers pass through the out-patient depart- 
ment and in discovering how the mother’s contact with different 
members of the staff can be made more effective, even if it has to be 
brief. 

(2) Ensuring that urgent treatment is given to the seriously ill 
child. All staff, including the cleaners or sweepers, are encouraged to 
identify such children, and when they bring a child to the doctor and 
urgent treatment is instituted they are congratulated on playing an 
important part in saving the child’s life. 

(3) Uncovering points of friction between members of the staff 
and bringing these out for discussion. 

(4) Educating all members of the staff on matters such as nutrition 
and the natural history of common diseases, and discovering ways in 
which every activity can have an educational content. When off duty 
and away from the hospital all members of the staff, from the cleaner 
or sweeper upwards, will be asked for advice on medical problems, and 
for this reason even the most junior should receive this type of educa- 
tion. 


OT ONO POVOCOHOU 0 
lr etal IE and child 


Mothers and Senior nurse 


children Table common to 
waiting to Ix Xue oe XX) both with supply 
be seen pane Sho wh el ork of medicine and 
‘learning tablets 


by overhearing' Junior nurse 


X os 


Figure 117. Arrangement of furniture which allows teaching and supervision 
of staff in training 


Mother and child 


Training personnel in the Under-Fives’ Clinic 


Make this a major concern of the doctor and be prepared to give up 
time to plan it. Some of the teaching will be by discussion, as in the 
weekly staff meetings, some by reading and short courses, and rather 
more when he is seeing referred cases brought by the nurse. 
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The more experienced nurses or medical assistants will also take a 
part in this training of new staff. The following arrangement of the 
furniture, developed in Sierra Leone (50), was found to make this 
teaching and supervision possible (Figure 117). The senior nurse shares 
her medicines and tablets with the junior nurse, and can keep an eye on 
the children she is seeing and tactfully intervene if necessary. 


REDEPLOYING MONEY SPENT ON PHARMACEUTICAL 
PREPARATIONS 


As the clinic becomes more ‘preventive’ in its outlook, a greater propor- 
tion of the money spent on drugs will need to be spent on vaccines, and 
less on injections and tablets. In the majority of cultures, including that 
of the UK, the bottle of coloured and strongly smelling medicine has 
greater appeal than the tablet. While the injection may be impressive at 
the time, it cannot be carried home and passed round to be examined 
by the relatives, as can the bottle of medicine. By offering such 
medicines to the mothers of the children we care for, we are not 
‘teaching them to rely on the bottle of medicine’. In their own culture 
they will almost certainly regularly use herbal and root teas, just as we 
may use unnecessary vitamins, and we should be substituting something 
that we know to be at least harmless for something which is unlikely to 
be beneficial and may be harmful (as has been shown in the case of the 
Jamaican herb teas which led to hepatic cirrhosis). We may be able to 
persuade the mother that her child is healthy and her concern over 
some minor symptoms was unnecessary but she may have difficulty in 
passing this message on to her relatives. If she arrives home bearing a 
bottle of ‘tonic’, her time at the hospital will be justified among her 
relatives, who may have had to undertake some of her household chores 
for her, and perhaps have supplied the cash to make her visit to the 
hospital possible. The child may come with some trivial symptom, and 
if he is due for an inoculation he will receive this. The inoculation may 
well prove life-saving in the next epidemic, but to the mother the bottle 
of red-coloured peppermint water costing 3 ¢ a gallon to make in 
the pharmacy may be a more significant medication. 

Of the liquid medicines given, the ‘saline mixture’ for diarrhoea may 
be the most valuable. This consists of a concentrated solution of 
sodium and potassium chloride and a colouring agent, and is diluted by 
the mother to make up a drink for the child if he has diarrhoea. 

Tablets are best pre-packed, as this reduces the problems of checking 
their distribution. Directions for their use may be stamped on the pack 
with a rubber stamp, or small duplicated slips included if they are 
packed in polyvinyl (139). 
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To the cost of the injection must be added the cost of employing the 
staff to give it, and the sterilization of the syringe. Clearly the number 
of injections given must be cut to a minimum and the senior staff 
should lay down criteria for their use. 

A most important economy is for the common and simple medicines 
to be given out by the nurse herself. This saves particularly the mother’s 
time, as she does not have to queue at a dispensary to receive her 
medicines. In this as in other activities, the senior staff will continually 
observe and discuss with other personnel what innovations or changes 
may lead to greater efficiency. For example, in dispensing liquid 
medicines a wide-mouthed container into which a scoop will pass allows 
the nurse to measure out and dispense, through a funnel, into the 
mother’s own bottle a known quantity of medicine (Figure 118). When 
instructing the mother in the quantity to give the child, locally available 
demonstration spoons are required. Holes are drilled in the handles of 
the different sized spoons; three spoons attached together with a key- 
ring are less likely to disappear than one unattached spoon! The road- 
to-health chart described in Chapter 7 is supplied with a polythene 
envelope and is also shown in this diagram. 


Simplified 
methods of 
dispensing 
medicine 

by the nurse 


The Road To Health Chart which 
warcentral to “Underss" elinics 


Ly LP 
faa a 


demonstration 


Figure 118. Simplified method of dispensing liquid medicine by the nurse. 
Spoons for demonstration, The road-to-health chart and its polythene envelope 


THE ECONOMICS OF THE UNDER-FIVES’ CLINIC 


The cost of a visit to the clinic is approximately the same as that 
calculated for a health centre attendance and amounts to about $0.21. 
In arriving at this figure, salaries were costed at the local Nigerian rate, 
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and the annual budget of about £6,000 ($17,000) was divided between 
the 80,000 patients attending the clinic at the research village of Imesi 
during the year. These figures include many adults, who take longer to 
see than children, and make no allowance for the research activities of 
the clinic staff. The true cost of a visit to an Under-Fives’ Clinic may 
well be less than Sp ($0.14). So far few others have been successful in 
reducing it further. In India (58), with a higher proportion of ill 
patients, clinics were costed at $0.20 per visit. In Malawi they have 
recorded a cost of $0.11 for each visit (47). 


TABLE 54 
Examples of Recent Cost in Nigeria in ¢ of Some of the Material Used in 
the Under-Fives’ Clinic 


¢ ¢ @ 


Triple vaccine, one injection 9 Road-to-health chart in 5 
poly thene envelope 
BCG 20 Old tuberculin for Heaf 2 
Pyrimethamine, one year fi test 
Chloroquine treatment for 3 INH for one month, 11 
malaria 200 mg/day 
Sulphadimidine, 12 tablets in 6 Tetmosol to add to 1 
packet rubbing oil to treat 
scabies 
Saline mixture or other 1 


medicine, 100 ml 


As already mentioned, most developing countries at present have 
around $1 (40p) to spend on health for each citizen, and are unlikely to 
have more than $4 by the year 2,000. Both these figures are in the 
region of 1 per cent of what is spent on medical budgets for health in 
Europe and North America. 

The present expenditure on Under-Fives’ Clinics is probably better 
spent in terms of cost benefit than most other expenditures in the 
health field. However, it is still too high. Probably the greatest economy 
will be through training village mothers to run Under-Fives’ Clinics in 
their own village. Their satisfaction may be through the responsibility 
and prestige they receive by helping their community with only a small 
financial incentive. 

In the Under-Fives’ Clinic the majority of conditions could be 
prevented or treated at low cost. Table 54 contains figures that were 
first published in 1963 (184), but the prices have been brought up to 
date. The items may all be purchased through normal channels. | 
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DESIRABILITY OF COMBINING A CURATIVE AND 
PREVENTIVE APPROACH IN ONE CLINIC 


Some experienced workers are still concerned with the possible danger 
of bringing all children together under one roof. Undoubtedly there is a 
slightly increased risk of infection. However, the author believes it is 
justified on the following grounds. 


(1) Measles, whooping cough and many other infections are more 
infectious in the prodromal stage, when the child is not ‘ill’, and he is 
just as likely to be brought by his mother to the well-baby clinic. It is 
the mother who makes the decision where he should be taken. 

(2) In most traditional communities, unless preventive services are 
integrated with curative, the majority will not receive the preventive 
Services. 

(3) Personnel and facilities are so limited that more effective care 
can be given to most children through a comprehensive service. 

(4) The separation into preventive and curative clinics arose 
historically because doctors in Europe failed to show interest in provid- 
ing preventive services, particularly advice on feeding methods, and this 
function was taken over by the child welfare movement. This move- 
ment, which was run by voluntary agencies and town councils, 
developed a network of welfare clinics in the first half of this century. 
The doctors were adamant that the child welfare clinics should not 
offer any curative care. This separation of curative and preventive 
services did not arise out of any idea of removing the danger of 
infection to the well baby. At first only a minority of doctors were 
involved. Strict rules were enforced to prevent the two services being 
combined (284). 
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Teaching Aids at Low Cost (TALC) 


Institute of Child Health 
30 Guilford Street 
London WCIN 1EH, England 


National Food and Nutrition 
Commission 

PO Box 2669 

Lusaka, Zambia 


Atelier de matériel didactique 
Busiga - BP 18 
Noozi, Burundi 


Centre de formation pour la 
promotion de la santé 
Kangu-Mayumbe, Zaire 


Mrs E Ponsonby 
Extension Aids Officer 
PO Box 250 

Zomba, Malawi 


Health Education Officer 
Public Health Department 
Ministry of Health 
Ibadan, Nigeria 


Royal College of General 
Practitioners 

Medical Recording Service 
and Sound Library 

Kitts Croft «Writtle 

Chelmsford, Essex, England 


Centre for Educational Develop- 
ment Overseas (CEDO) 

Tavistock House 

SOUTH, Entrances. 

Tavistock Square 

London WC1, England 


Voluntary Committee on Overseas 
Aid and Development (VCOAD) 

Education Unit 

69 Victoria Street 

London SW1, England 


ENI Communication Centre 
PO Box 2361 

Addis Ababa 

Ethiopia 


Twenty-two 24-slide sets (£0.50 per 
set); weight charts; flannelgraphs. 


Exceptionally good posters and 
other teaching material on nutri- 
tion. 


A teaching scheme using well pro- 
duced flip charts. A good source 
of teaching material in French. 


Dr Courte joie has developed very 
useful and simple material, in 
French and English, for teaching 
in villages. 


Some low-cost material for flannel- 
graph teaching. 


Posters, 


A large tape and slide library 
available for purchase or loan. 
Special rates for developing 
countries. 


Leaflets on visual aids and sources 
of various teaching aids and equip- 
ment. Useful advisory service by 
post or to visitors. 


Advice on books and visual aids on 
overseas community problems, mainly 
prepared for school children. 


Child care and nutrition education 
packages, kits of programmed visu- 
al aids for use in the field, and. 
textbooks for use by the target 
groups, ranging from illiterate 
villagers to high-level students. 


